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INTRODUCTION
The peritoneal folds, known to include the ligaments, the mesentery and omenta, which encompass blood vessels and lymphatics, connect the intraperitoneal organs to the abdominal wall, and provide a pathway for the spread of disease (1) .
The falciform ligament is one of the suspensory ligaments of the liver, which contains the ligament teres and an umbilical vein remnant (2) . Ligaments generally provide a potential space for the spread of disease, yet a primary falciform ligament-related disease is quite rare. A falciform ligament abscess is even rarer than any other falciform ligament-related disorders. There were few reports of the falciform ligament abscess after omphalitis: one extended from omphalitis through the paraumbilical venous network (3) and the others resulted from contiguous spread of the infection via the round ligament (4) . In this report, we present a 25-day-old infant with the falciform ligament abscess that developed after umbilical venous catheter (UVC) insertion, which was effectively managed with percutaneous drainage and antibiotic treatment.
CASE REPORT
A 25-day-old boy, weighing 2320 g, was born to a gravida 1 para 1 mother at about 39 weeks of gestation by normal spontaneous vaginal delivery at a local hospital. The falciform ligament is a hepatic suspensory ligament that extends from the umbilicus to the diaphragm, containing the ligamentum teres and a vestigial remnant of the umbilical vein. Among the rarely-occurring pathologies of the falciform ligament, which include ligament cyst, tumor, abnormal vascularization, and congenital ligament defect, a falciform ligament abscess is even more sporadic. Accordingly, the definitive diagnosis of the falciform ligament abscess is rather challenging and may easily be misinterpreted as an infected choledochal cyst or a liver abscess. We present a 25-day-old infant with the falciform ligament abscess, which developed after the umbilical venous catheter insertion and was successfully treated with percutaneous drainage and antibiotic administration. Fr pig-tail catheter (Multipurpose Drainage Catheter, COOK Inc.) was inserted into the abscess cavity over the guide wire which was then pulled out. The catheter was fixed to the skin and total 13 mL of bloody pus was drained. The aspirated pus sample was sent to the laboratory for culture study and the isolated pathogen was Enterobacter cloacae. This patient's WBC count was normalized and his serum CRP improved 10 days after the PCD procedure and the average daily drainage was 3 mL. The catheter was removed on day 9
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and the follow-up transabdominal US carried out one month after the catheter removal showed complete regression of the falciform ligament (Fig. 1D ).
DISCUSSION
The characteristic US appearance of the falciform ligament is an echogenic focus at the junction of the quadrate and left lobes of the liver. Recognition of the typical location of the falciform ligament is especially important to distinguish it from other intrahepatic masses (5).
The falciform ligament may be affected secondarily by an infection from surrounding organs such as the gallbladder and the liver (6, 7). Moreover, the falciform ligament abscess may easily be misdiagnosed as an infected choledochal cyst or a liver abscess (8) . In the current case, the abscess was shown in the area between the quadrate and left lobes of the liver, which is the typical location for the falciform ligament. The CT and US images showed no evidence of either cholecystitis or hepatitis.
Furthermore, no intrahepatic and common bile duct dilatations were revealed on CT and US images. Therefore, based on these imagery findings, the possibility of an infected choledochal cyst, a liver mass or an infection spread from the gallbladder and the liver to the falciform ligament could be excluded.
The pathophysiologic mechanism of the falciform ligament abscess can be explained either by the contiguous spread of an infection via the round ligament (4), or by the extension through the paraumbilical venous network (3). In the current case, the patient did not show any direct signs and symptoms (i.e., umbilical discharge, erythema, necrosis, or umbilical cellulitis) of neonatal omphalitis as defined by Sawadekar (9) . Moreover, the patient's systemic signs of an infection were distinctive and his leukocytosis got worse after the removal of the UVC. Thus, the prospect of having an infectious spread of the venous network is more likely than that of having a direct spread from the round ligament, in this case, with respect to the probable pathophysi- Even surgical excision has been widely accepted in the treatment of falciform ligament abscess, PCD would be considered as another treatment option.
